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There is no doubt that the development of a fibroid in the cervical stump after a subtotal hysterectomy is a very rare occurrence, hitherto unknown to me in an experience of nearly 1,000 hysterectomies for fibroids, the majority of which were subtotal. Sir Bruce Bruce-Porter tells me that he has met with another instance of it in another patient, but that and the case now recorded are the only cases within my knowledge.
Those who advocate total hysterectomy in every case of uterine fibroids would doubtless claim this occurrence as an argument in favour of their view. Personally, I prefer the subtotal operation in most cases; and I should not feel d-isposed to alter my practice on account of a possibility that may occur once in a thousand cases.
DISCUSSION.
Dr. HERBERT SPENCER said a considerable numilber of cases of development of fibroids in the cervical stunmp after amputation of the uterus had been published. It was only another instance of the advantage of total hysterectomy, which he had practised exclusively for the last twenty-two years, and had on miiany occasions recomnmlended to the Section. The occurrence of fibroids in the stump was, of course, not so comlllon as the occurrence of cancer, which was said by sonle to be " rare." Seeing that one Aimiericasa gyna-cologist had collected 276 instances of the occurrence of cancer in the stump in the practice of American gynecologists alone, and that William Mayo, of Rochester, U.S.A., had recently published his opinion that total hysterectomlly was the better operation, he hoped that mlore Members of the Section would become convinced of its superiority over the partial operation. After total hysterectomly, leaving the vagina wvidely open for drainage prevented those exudates and accumiiulations of blood which were mnet with in Dr. Giles's case, and were not uncomiimon after suibtotal hysterectoiny. He asked how Dr. Giles treated the vagina.
Dr. GILES (in reply) said that his usual practice in the case of total hysterectomiiy wvas to suture the top of the vagina at the sides leaving the miiddle open for drainage.
Indications for and Results of Myomectomy for Uterine

Fibroids.
By ARTHUR E. GILES, M.D., B.Sc. IN recent discussions on the treatment of uterine fibroids, the alternatives of hysterectomy on the one hand and X-ray and radium treatment on the other have generally been dealt with as though they exhausted the possibilities of treatment. Myomectomy has been almost entirely overlooked. At the meeting of this Section in March, 1922, a paper was read by Dr. Fletcher Shaw, of Manchester, on the X-ray treatmient of fibroids, as a sequel to a former paper by Dr. Eden and Mr. Provis.1 I then felt that the case for myomectomy might well be presented, and this contribution is the result.
I hold the view that in the majority 0f cases of fibroids requiring surgical treatment hysterectomy is the more suitable and also the more satisfactory operation, and that the scope of myomectomy is restricted to the minority of cases. Hysterectomy requires no justification: it is generally accepted as a sound procedure, surgically and clinically. But myomectomy needs to justify itself by its results, and to state reasons why it should be preferred; it must also acknowledge its limitations and define the conditions of its suitability.
The outstanding claims for myomectomy are first that the uterus is preserved for the important function of childbearing; and secondly that the patient is thereby spared the mental distress of feeling that an essential part of her womanhood has gone.
The broad-minded advocate of myomectomy will, I think, at once concede that in a woman who is past the child-bearing age the first claim disappears, and the second has only an academic existence; although, as I shall point out, therezmay be reasons for preserving the uterus that are not founded on its child-bearing function. But we may properly narrow the issue to the consideration of myomectomy versus hysterectomy in the child-bearing period.
The advocate of myomectomy is then, I think, called upon to show in the first place that the preserved uterus is, in fact as well as in theory, capable of child-bearing; and in the second place, that there is a reasonable prospect of a cure, both anatomically and symptomatically; in other words, that in a.large majority of cases there will be no return of fibroids, and that the patient will menstruate normally.
The case for myomectomy will best be presented if we begin by examining the question whether it is justified by its results; and if the answer proves to be in the affirmative, we can then consider the scope and limitations of the operation.
A separate short section will be devoted to the interesting subject of myomectomy during pregnancy.
RESULTS OF MYOMECTOMY.
We may glance first at the immediate results, namely,the mortality, as compared with hysterectomy; for this purpose my own statistics will serve as well as any. The figures up to date are as follows: hysterectomy, for fibroids, 987 cases, seventeen deaths, mortality 1'72 per cent.; myomectomy, 167 cases, three deaths, mortality 1'8 per cent.
The above figures represent all cases from 1897. The present-day mortality is lower, and the figures from the end of 1910 to date are as follows: X.,sterectomy, 684 cases, five deaths, mortality 0'73 per cent.
Myomectomy, 107 cases, one death, mortality 0'93 per cent.
There is thus very little difference in the mortality of the two operations; certainly not enough to make this a deciding factor in the choice of operation.
Later Results. In my work on the " After-results of Abdominal Operations," published in 1910, I was able to give particulars of forty cases traced out of fifty-one operated upon. Of the later 116 cases, I have particulars of fi-fty-three. I did not attempt to trace the histories of patients who were over 45 years of age at the time of operation. I will take in order the three questions investigated in the previous cases (I) What is the Likelihood of a Recurrence of Fibroids ?-Ina the first series, of thirty-nine cases examined, the uterus was found to be of normal size, with no return of fibroids, in thirty-five cases, Br 90 per cent.
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In the present series, of forty-nine cases examined, or reported upon by their doctors, the uterus was normal in size without fibroids in forty-one cases; it was enlarged, without fibroids, in three cases; in all, forty-four cases without fibroids, or 90 per cent., as in the first series. In five cases fibroids were observed; the notes about them are the following:-(1) Fibroid in fundus: hysterectomy advised on account of bleeding.
(2) Fibroid, size of pea on posterior wall.
(3) Multiple fibroids, hysterectomy done nine years after myomectomy.
(4) Fibroid, size of mulberry on anterior wall. (5) Fibroid, size of pea on anterior wall. The conclusion is that the liability to return of fibroids may be represented as 10 per cent.
(II) How is the Menstrual Loss affected ?-In the first series, the menopause had occurred before the operation in three cases, and in one case there was no further loss after operation. Of the remaining thirty-six cases, menstruation was normal or moderate in thirty-one, or 84'5 per cent.; and free or profuse in five, or 15'5 per cent. In the present series we can exclude six cases in which the menopause preceded or synchronized with the operation. Of the remaining forty-seven cases menstruation was normal and moderate in thirty-six, or 75'1 per cent.: and in eleven cases it was profuse, either at first, or later on; or there was intermenstrual loss. Taking all the cases together, we find that of eighty-three cases, menstruation was normal in sixty-seven, or 80-7 per cent. The con-clusion is that there is a liability to menorrhagia or metrorrhagia after myomectomy in about 20 per cent. of cases. This result is not altogether surprising; because it is clear that unless we open the uterine cavity every time we do a myomectomy, some small intra-uterine growth may easily be-overlooked. In order to show that sufficient time had elapsed to enable one to judge of results, I may mention that the time between the operation and the report on the cases in the present series was as follows: 
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(III) Is the Uterus serviceable for Child-bearing after Myomectemy ?-In the first series, there were fifteen married women under 45 years of age: of these, one was four months pregnant at the time of operation, went to term, and became pregnant again; two others became pregnant after the operation. In the present series I have after-histories of thirty-seven married women aged under 45, including two who were single at the time and were married afterwards. I have drawn up a table of these cases (see Table I , p. 16). One, who was pregnant at the time of operation, died of eclampsia at her e6nfinement; and two did not live again with their husbands after operation. Of the remaining thirty-four, ten became pregnant after the operation, including two patients who were pregnant at the time, went to term, and became pregnant again. -One patient had two children, and another had four. In all, therefore, of forty-pine who had the chance of conceiving after operation, thirteen became pregnant, or 26 per cent. Now the question that we have to decide is this: are the results of myomectomy g6od enough to justify us in practising this operation in suitable cases? My answer is an unqualified-Yes," on the ground that the advantages far outweigh the disadvantages.
The advantages are represented by the occurrence of pregnancy in 25 per cent. of the women who had a chance of pregnancy, and by the satisfaction which patients derived from the consciousness that they remained after the operation "like other women." This satisfaction cannot be expressed in statistics, but it is nevertheless a very concrete advantage. The disadvantages are the possibility of the return of fibroids which is a 10 per cent. chance; and the possibility of further menstrual trouble, which is a 20 per cent. chance. Some women, doubtless, would prefer the assurance given by hysterectomy, that there will be no return of their troubles, and that the operation is therefore final. But I am persuaded that the great majority of women would prefer to take the risk which the figures indicate, for the possible chance of having a baby. The risk of a second operation being at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Section of Obstetrics and GynLcology necessary is not as great as 10 per cent.; hysterectomy had been required in only five cases out of the total 167, that is, in just 3 percent.
I submit therefore that, judged by the criterion of results, the advantages of myomectomy definitely outweigh its disadvantages in the' surgical treatment of uterine fibroids, in a restricted class of cases. My own sense of this restriction is sufficiently expressed in the fact that of 1154 cases of uterinefibroids treated surgically hysterectomy was done in 987, or 95'5 per cent, The proportion of myomectomy to hysterectomy was thus 1 to 6.
We may now examine the scope and limitations of myomectomy.
INDICATIONS FOR MYOMECTOMY.
There is one important indication for myomectomy and there are several subsidiary ones. I will take the important one first:--(1) The Fact that the Patient is of Child-bearing Age.-The younger the patient, the greater should be the effort to save the uterus, and I should say that, broadly speaking, myomectomy is the operation of choice in women up to the age of 40. In single women, the indication is not so great as it is in married women, especially after the age of 30; because after this age the expectation of child-bearing is necessarily less in the spinster from the fact that she has first to get married. The generalization of age in the case of married women may well be qualified by the question of previous pregnancies: when a woman has half-a-dozen living and healthy children we need not be so concerned to save the uterus as we should be in the case of a woman who has had no children and is ardently desirous of having one. This reflection is well illustrated in a case of myomectomy during pregnancy, to which I shall refer later. The influence of age and of the married state upon my own practice is set forth in the table given (Table II , p. 20) which shows the proportion of myomectomies to hysterectomies at different ages, in single women, in married women, and in the two groups taken together. In five-yearly periods the percentage of myomectomies, which stands at 56'6 for all cases under 30 in married women, progressively falls to 40-1, 26 7, 6-1 and 5'5 and rises a little to 10.0 in the case of women over 50. In single women, the percentage is 45 0 for all cases under 30, and falls to 21'3, 8'3, 8'6, and 4 0, and rises to 10 0 in those over 50. Taking all the cases together, the percentage is 52-0 in women under 30, and in successive five-yearly periods it is 34 3, 19 2, 6-9, and 5'1; and for women over 50, 10 0. It will be noticed that the proportion of myomectomy is distinctly higher in married women than in spinsters up to the age of 40;
after that age there is not much difference. The chart herewith (p. 18) illustrates these figures in graphic form.
(2) Association of Uterine Fibroids with Prolapse and Procidentia.-The rise in percentage of myomectomies after the age of 50 is explained by the fact that a number of these patients had prolapse or procidentia. In the presence of this complication I consider it very important to preserve the uterus; because this can be fixed up to the abdominal wall when myomectomy has been done, and thus play an essential part in the cure of the displacement. When the uterus is removed in conditions of procidentia there is a marked tendency to prolapse of the vaginal walls, which is apt to be very troublesome, and in severe cases to defy even extensive plastic operations on the vaginal walls and perineum.
(3) A Deep-rooted Objection on the Patient's Part to Hysterectomny.-In my experience, the great majority of women suffer no more than a passing regret for the loss of the uterus, especially when it is explained to them that the presence of the tumours has rendered it incapable of serving its one function, that of child-bearing; that the uterus is not the essential organ of sex, and that its removal has no effect on the specially feminine characteristics and does not render a woman any the less able to live a married life. But there are a few women, swayed more by sentiment than by reason, to whom the loss of the womb seems a greater calamity than the loss of life itself: to them this organ appears to be the focus and essence of their personality as women, and if hysterectomy be done, it is apt to be followed by a profound and lasting depression which approaches the border-line of mental instability. In dealing a CLVht shWo9 tI4 WCat of Onlwxoonlu Z w Op jo4u XihrOZA$ C& dLYutJ ajo (COTn&wua5 fmt). mlaRkd uo4m n, -with a patient of this kind, it is clear that a special effort should be made to save the uterus, even if the age of child-bearing be past, and myomectomy entails a rather higher operative risk and the possibility of a return of fibroids. But in such circumstances the surgeon may feel disposed to advise the adoption of X-ray treatment, rather than to undertake what seems to him to be an undesirable surgical procedure.
(4) Certain Characters of the Tinmours.-When a tumour is solitary and pedunculated, and not associated with excessive bleeding, a myomectomy may -properly be done, whatever may be the age of the patient, and the chances of I I I I pregnancy. Even an interstitial tumour, unassociated with hamorrhage, may be enucleated. In fact, when none of the previously considered factors have to be considered, the deciding question will probably be: " What is the simplest and safest operation?" THE LIMITATIONS OF MYOMECTOMY.
We have so far considered conditions in which myomectomy should be done unless there is some strong reason to the contrary. We have now to enumerate those in which myyohectomy should not be done unless there is some preponderating reason for it
(1) The Age Factor.-After the age of 40 or 45, I consider that hysterectomy should be the rule, especially when there are multiple fibroids and when there has been excessive hsemorrhage.
(2) The Condition of the Uterine Appendages.-When fibroids are associated with double tubal disease or with bilateral-ovarian tumours, hysterectomy is the proper procedure.
( (4) Excessive HIamorrhage.-When a patient has had great losses and is seriously drained thereby, hysterectomy should be the rule. If urgent reasons call for an attempt at myomectomy, the uterine cavity must be opened, and any submucous or intra-uterine growth must be removed. Otherwise haemorrhage will continue, and the operation will have been done in vain.
(5) The Temperament of the Patientt.-Just as there are a few women whose temperament renders it important to save the uterus, so there are others whose temperament will turn the scale in favour of hysterectomy. They are the patients to whom an operation is such an ordeal that whilst they will face it bravely if they have the assurance that it is going to mean a definite cure, they could not tolerate the prospect that the ultimate result of the operation might be doubtful. With them even considerations of possible future pregnancy and of preservation of femininity have no weight compared with the all-important need for being completely and finally cured. With such a patient, if there he any doubt at all as to the issue of a myomectomy, hysterectomy s-hould be done.
Fibroids associated with pregnancy do not necessarily call for surgical treatment. When they are causing no symptoms, and do not seem likely to interfere with labour, it is best to leave them alone, always provided that the patient can be kept under observation so that operation can be undertaketi if urgent symptoms arise, and that the medical attendant is on the look-out for trouble during labour. After the confinement, the fibroids can be dealt with on their merits. Surgical treatment may take the form either of myomectomy during pregnancy, or of Caesarean section combined with myomectomy or hysterectomy at term. In exceptional cases, hysterectomy in the early months of pregnancy may be required, but it should only be done if symptoms are urgent and there are cogent reasons against the adoption of conservative procedures.
Myomectomy during pregnancy is indicated in three groups of conditions. First, when the tumour or tumours appear to be increasing rapidly in size; secondly, when the patient is suffering from pain, pressure symptoms or indications of septic or degenerative changes in the tumours; thirdly, when the position of the fibroids makes it probable that labour will be obstructed, in which case myomectomy is done for the purpose of avoiding the necessity for Caesarean section and of allowing the confinement to take place naturally.
In the second group, severe and persistent pain is of course a sufficient indication in itself. The effects of pressure may be exerted in relation to the bowel, the bladder, the diaphragm, the iliac vessels, or the nerves of the sacral plexus; and any one of these may call for interference. With regard to degenerative changes, it is well known that when fibroids are associated with pregnancy they are specially liable to undergo that form of necrobiosis known as red degeneration " ; and that the onset of this process is frequently marked by pain so acute and severe as to simulate the torsion of the pedicle of an ovarian tumour. In one of my cases operation was undertaken under the impression that the patient had an ovarian cyst with a twisted pedicle. In the other cases myomectomy was the intended operation. In all, I have had thirteen cases of myomectomy during pregnancy, the details of which are of sufficient interest to be recorded in a tabular statement (see Table III ). The period of gestation ranged from a few days to six months. In the case of " a few days," the fact of pregnancy was not known at the time; the tumour was a large subperitoneal tumour, and the first intimation I had of the pregnancy was two months after the operation, when the patient presented the signs and symptoms of a two months' pregnancy, and stated that coitus had taken place two or three days before the operation, and not since. In Case 11, the patient, aged 36, had been married ten years, and Total No.
Percenit. this was her first pregnancy. The uterus was a mass of fibroids, and in other circumstances I should have had no hesitation in doing hysterectomy. But a child had been long desired, and this was obviously her only chance. I removed ten fibroids, several being the size of a fist, and one partly necrotic. Some were pedunculated, but several had to be enucleated from the substance of the uterine wall. She had a normal confinement at term. The results of the last two I have been unable to trace; in the remaining eleven pregnancy was not interfered with, and all went to full time, except one whose labour came on at seven and a half months, but the child was alive and survived. In Case 8, the mother developed eclampsia and died, and the child was stillborn. Two other children died a few days after birth from injuries during labour, one being in a case of contracted pelvis. Both mothers had the satisfaction of a living child subsequently; the one with the contracted pelvis being delivered by Casarean section.
It is evident that myomectomy during pregnancy is a most satisfactory operation.
